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2 3 The national service framework for children, young people and maternity provides a lever for local change, but securing the short and longer term gains in population health and reducing health inequality will call for a much keener focus on the health of young people.
Background
Before the government's 2002 spending review, Derek Wanless was asked to consider what would be required to provide high quality health services in 20 years' time. Wanless showed that the least expensive future scenario, and the one that also gave the best health outcomes, was the "fully engaged" scenario: the level of public engagement in relation to health is high and people are confident in the health system and demand high quality health care. The health service is responsive, with high rates of technology uptake, particularly in relation to disease prevention, and resources are used efficiently.
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The potentially "fully engaged" citizens of 20 years' time are today's seven million young people. However, the health of young people seems to have little priority in the United Kingdom. Aside from the teenage pregnancy strategy, few public health initiatives focus on adolescent health. So what might a fully engaged scenario look like for today's young people?
Where are we now?
For adolescents (defined by the World Health Organisation as 10-20 years of age), key public health indicators in priority areas such as obesity, smoking, sexually transmitted infections, and teenage pregnancy, have shown adverse trends or no change in the past 20 years (see bmj.com). This is against a background of considerable gains in the health of young children and older people. At the same time, the prevalence of common long term illnesses such as asthma and diabetes has increased, and advances in the treatment of congenital conditions have resulted in new cohorts with diseases largely unknown to adult physicians. 4 Mortality in young people has also fallen much less than in children (figure). This reflects increased mortality from injury and suicide, rising from 11% of total deaths among 15-19 year olds in 1901-10 to 57% in 2003. 5 The trends in adolescent health are strongly linked with health inequalities. Risk behaviours such as binge drinking, delinquency, and illicit drug use may contribute to the development of health and social inequalities during the transition from adolescence to adulthood. [6] [7] [8] Health inequalities linked with ethnicity disproportionately affect young people, as the adolescent population is more ethnically diverse than older groups.
Need for engagement
Adolescence is a critical period for engaging the population in health. New health behaviours are laid down that are maintained into adulthood and influence lifelong health. During adolescence, young people begin to explore "adult" behaviours including smoking, drinking, drug use, violence, and sexual intimacy. The continuities between adolescent health and adult health seem stronger than those between childhood and adulthood (table). The odds ratios and proportion of the variance in adult outcomes (as represented by adjusted R 2 ) explained by adolescent data are both around three times that for childhood.
A prominent theme in recent government policy has been supporting self care for patients with long term conditions. 2 3 Self management behaviours in long term illness are also laid down in adolescence. It makes sense to focus "expert patient" initiatives on young people, in whom the payback will be greater over longer periods.
Coexistence of adolescent health problems
Interventions to improve young people's health have traditionally focused on single issues. However, risk behaviours such as smoking, drinking and drug use as well as sexual risk and violence coexist in high risk young people. 9 The Health Survey for England 2002 showed that 11-15 year olds who smoked regularly were more than three times as likely also to drink This clustering reflects the existence of common predisposing and protective factors for health risk behaviours that arise largely out of adolescent developmental processes. 11 Interventions based on such common factors seem to be the most effective in combating obesity, smoking, and other problems. 12 13 Current health service responsiveness to young people Use of health services increases from mid-childhood into and through adolescence. Inpatient bed use increases through adolescence, even when obstetric and mental health use is excluded (see bmj.com).
14 The escalation of mental health admissions through adolescence is even greater, with admissions minimal in children under 11 years but increasing 14-fold by age 15 years. 15 In primary care, just under three quarters of young people attend their general practitioner each year, 16 but average consultation times are shorter than for children or adults. 17 Few youth specific services exist, yet there is considerable evidence that young people avoid using services not designed for them and that they believe are not respectful or confidential.
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Achieving youth engagement with health
Improving services to allow young people to engage with their health will result in both short term and long term population health gains. Such changes must be part of a broader strategy to reduce inequalities. We suggest the following actions.
Specific public health focus on young people's health Stop focus on single issue approaches-Public health policy, practice, and research need to develop approaches for young people that focus on common predisposing and protective factors affecting physical and mental health. This must extend beyond health to education, social services, and the justice system.
Develop separate policy for youth-Young people should be recognised as a distinct group in policy formulation and implementation. The effect of policy initiatives on young people's health should be examined specifically.
Reformulate age banding of data-The commonly provided age bandings of 5-15 years and 16-44 years in national data provide no information on trends in adolescent health.
Develop research programmes and networks in adolescent health-Research centres have been effective in translating research based advocacy into service innovations (for example, evidence based school programmes to promote good mental health 19 and education programmes for general practitioners based on research into the barriers preventing adolescents from accessing primary health care 20 ). The networks would also have a role in promoting and supporting training.
Refinement of health and health inequality indicators for young people-This would allow local targets to be set for health issues such as obesity and mental health as well as the existing national target to reduce teenage pregnancy.
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Redesign of the Healthy Schools programme-The programme needs to embed health promotion in multiple areas of the curriculum (as has been shown effective in combating obesity 21 ) and facilitate change in the school environment to promote mental health (as has been shown to be effective in reducing risk behaviours 19 ).
Direct engagement of young people through information technology
Introduction of "smart" cards for young people in the United Kingdom is currently under consideration. The smart card should be linked to the introduction of user held health records, which would help engage young people with their health. Cards should also be linked to improved access to age appropriate services (although cards must not be used to limit access), provision of health information, and patient led appointment booking systems.
Provide clinical services that engage young people
Young people need health services that are responsive and sophisticated yet easy to access. Staff must be highly trained in the problems facing young people and culturally competent. Services need to be designed to reduce health inequalities and promote widespread access to information through the use of information 
Obesity (risk of adult BMI ≥30)
Childhood obesity (BMI ≥95th centile) 4.2 (2.8 to 6.2)*** 8
Adolescent obesity (BMI ≥95th centile) 11.6 (8.9 to 15.5)*** 20
Psychological distress (risk of adult distress on malaise inventory)
Age 10 years: high scorer on Rutter parent scale 1.5 (1.4 to 1.7)*** 2 Age 16 years: high scorer on malaise inventory self report 5.5 (3.3 to 9.2)*** 8 *P<0.01, **P<0.001, ***P<0.0001; BMI=body mass index. †All odds ratios are controlled for sex, childhood and adult social class, and maternal educational status. Analyses for obesity are also controlled for height in childhood and adulthood and parental body mass index. Odds ratios for smoking are adjusted for age. Providing appropriate services will require improvement of existing services, provision of training across all levels of the health service, and the development of new youth health services where appropriate.
Training-Randomised trials show that the skills needed to communicate effectively with young people can be learnt. 20 Skills in adolescent health must be taught to those in training and at postgraduate level in medical, nursing, and allied professions. Brief exposure to adolescent health should be a necessary part of training of groups such as paediatricians, as currently works well in the United States.
Improve the capacity of primary care services to work with young people-Audit and implementation tools should be developed to allow general practices to provide the most important aspects of primary care identified by young people, including confidentiality, respect, privacy, easy confidential access, staff communication skills, age appropriate health promotion, and dedicated young people's clinics with flexible appointment times. Teenagers should be re-registered with practices at 14-15 years to allow them to develop a relationship with their general practitioner outside that of their parents. School health services should be strengthened and extended and explicitly linked with extension of the Healthy Schools programme.
Youth health services-New health services designed for and by young people should be provided in metropolitan areas, particularly those with high levels of deprivation. These services should provide primary care as well as sexual health, drug, and alcohol and counselling services, and should be jointly sited with social services and education provision as "one stop shops".
Secondary care-Fuller engagement of young people in secondary care can be achieved through the development of specific adolescent clinics, effective management of the transition from paediatric to adult care, and promotion of self management through expert patient programmes. Specific medical inpatient services for young people should also be provided routinely wherever possible.
14 Dedicated youth psychiatric services are needed to deal with early onset psychotic illnesses and substance use issues.
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Achieving change
The health service lacks sufficiently trained professionals to service the above developments. The bulk of clinical work will continue to be provided by existing primary and secondary care services, but a small number of professionals in adolescent health will be needed in each region to build capacity through training, research, and development.
Some of the changes, particularly training and identification of national indicators for youth health, are achievable quickly with modest investment. Others, including routine re-registration of young people with general practices and the development and evaluation of models for youth health services, should be urgent priorities for investment.
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